Use of the Proneview™ Helmet System with a Modified Table Platform for Open Access to the Eyes During Prone Spine Surgery
To the Editor:
Permanent, perioperative visual loss (POVL) is a rare but devastating complication of surgery. The majority of reported POVL cases are associated with spine surgery conducted in the prone position (67%) (1) . POVL appeared to be related to a change in a patient's retinal and/or optic nerve perfusion (1) (2) (3) . Our goal was to provide a clinically practical method for measuring intraocular pressure, ocular perfusion pressure, and ocular perfusion (using digital retinal vessel/optic disk imaging), so that clinicians may be guided in preventing POVL. Limited access to a prone surgical patient's eyes makes it challenging to obtain safe, physiologic ocular measurements.
The Proneview™ Helmet System (Dupaco, Oceanside, CA) was developed to address visual loss caused by direct pressure (4, 5) . This system consists of a rigid helmet, a soft foam insert, and a mirror. The helmet and foam insert disperse the pressure while avoiding the eyes, nose and mouth. The mirror reflects the patient's eyes ( Fig. 1A ), but the viewer cannot gain access to the eyes for measurement purposes.
We removed the mirror and substituted a table platform that attaches to the Jackson spine table (Orthopedic Systems, Inc., Union City, CA). We first constructed a table platform of heavy plastic with a central circular opening (Fig. 1B) , allowing us to measure intraocular pressure with the Tono-pen XL (Medtronic, Jacksonville, FL). This platform did not provide enough space to photograph the optic disk/retinal image with the Nidek NM 200D camera (Nidek, Fremont, CA). Our next modification was an open-table platform (Fig. 1C ) containing a rectangular, stainless steel hole 22.9 cm by 30.5 cm. This platform is compatible with the modified Proneview™ Helmet System. It attaches to the rails of the Jackson spine table (Fig. 1D ). The platform's cephalad and caudad sides contain posts to engage the Helmet legs. To accommodate the Nidek camera, we removed the large adjustment knobs and bolts on the platform's underside and replaced them with stove bolts. This provided access to the patient's eyes.
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Anesthetic Management of Cesarean Delivery in Pregnant Women with a Temporary Pacemaker
Parturients with heart disease are a challenge for anesthesiologists (1) . A 19-yr-old primigravida at 38 wk of gestation was scheduled for elective Cesarean delivery. She had no history of cardiac disease before pregnancy. At 28 wk she presented with syncope. Complete heart block was diagnosed by Holter monitoring. However, pacemaker implantation was not indicated as her symptoms resolved spontaneously. She remained asymptomatic until 38 wk of gestation and was admitted for elective cesarean delivery.
On preanesthetic evaluation, her electrocardiogram showed complete heart block with junctional escape rhythm (Fig. 1) . Chest examination was normal. Her arterial blood pressure was 140/90 mm Hg. There was generalized edema. She had a single fetus in cephalic presentation, uterine height corresponded to 36 wk of gestation, and fetal heart rate was 140 bpm. On the day before the scheduled surgery, a temporary pacemaker was placed, with heart rate set at 70 bpm (Fig.  2) . A permanent pacemaker was advised after 48 h.
The patient underwent cesarean delivery under general anesthesia, monitored by noninvasive arterial blood pressure, electrocardiogram, and pulse oximetry. The procedure, delivery, and initial recovery were unremarkable. In the third postoperative hour, the temporary pacemaker failed, and the patient was transferred to coronary care unit for permanent pacemaker implantation. She was followed over the next 48 h, and was discharged home after 3 days.
Benign arrhythmias are common during pregnancy. Most of these arrhythmias are atrial in origin and have no adverse hemodynamic sequelae. However, in some cases arrhythmias are the first manifestation of underlying organic heart disease (2) . Heart block is one such arrhythmia and is an unusual complication of pregnancy. Typically complete heart block is asymptomatic, so prophylactic placement of a permanent pacemaker is not usually indicated (3). The indications for permanent pacemaker implantation have changed considerably in the last two decades. The latest guidelines of the American Heart Association and the American Collage of Cardiology suggest that asymptomatic heart block does not require permanent pacemaker implantation (4).
Experts do not agree upon the criteria for temporary pacemaker placement (5) . Unexpected interruption of the pacing can cause serious consequences (6). Temporary pacing is most commonly used to treat symptomatic bradycardia for short periods. Toprak et al. (7) described two episodes of severe bradycardia in the same patient during general 
